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SHEPHERD OF THE VALLEY CARE CENTER
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CASPER, WY 82604

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY QR LSC IDENTIFYING INFORMATICN)

1D
PREFIX
TAG

{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION (%5)
COMPLETE
DATE

DEFICIENCY)
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LIC REGS FOR NURSING HOMES

This State Rules and Regulations is not met as
evidenced by:

A survey was conducted by the Office of
Healthcare Licensing and Surveys on 3/26/11
through 3/29/11. Based upon the findings of the
survey feam, it was determined that this facility
was in compliance with the state requirements.
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